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A CASE OF CHRONIC BILATERAL ABDUCTOR
PARALYSIS OF THE VOCAL CORDS (CRICO

ARYTENOIDEUS POSTICUS). RES1JLT
OF GOITER OPERATION.*

By ARTHUR :VI. CORWIN, M. D.,

CHICAGO.

The patient is a young man, aged nineteen years, of English
parentage, living in Maywood, Illinois. Both father and
mother are living and in good health, fifty-six and fifty years
old, respectively. He has four brothers and sisters. aged thir
teen to twenty-seven years. One brother, twenty-seven years
old, has had a good sized goiter for years.

The patient has had a fair sized, symmetrical enlargement
of the thyroid region, extending low in the neck, for some
years.

He has had no serious diseases that he remembers; no acci
dents. The tonsils were moderately large, but there was no
history of tonsillitis. He was well and active as a boy. He
is now five feet six inches tall and weighs one hundred and
twenty pounds, about normal for him.

He first noticed difficulty in breathing about three and one
half years ago, which became gradually worse. In March,
1916, he went to the Cook County Hospital, where he re
mained for some months. In May, 1916, the tonsils were
removed, with no improvement in the condition. In August,
1916, the goiter was operated by a good surgeon. The
stitches broke three days after the operation, and the wound
opened and became infected. Slow convalescence followed.
Immediately following the operation his voice was abolished;
he had aphonia for thirty days; thereafter there was a grad-

*Read before the Chicago Laryngological and Otological Society.
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ual return of his voice. It was fair but hoarse for sixty days
after the operation. Breathing was easy and noiseless.

Soon after this, late in the fall of 1916, he began to have
noisy, stertorous breathing when asleep. It was not snoring
but a very loud, roaring sound, inspiratory, "audible all over
the house." This was very disturbing to everybody else,
though he was entirely unconscious of it, sleeping soundly.
This stertor disappears when he is awake. However, if he
exerts himself beyond ordinary effort in slow w:llking and
easy movements of his arms, dyspnea becomes correspond
ingly pronounced and is evidently laryngeal. He is therefore
not only an innocent but a serious source of disturbance when
asleep. He can engage in no selfsupporting occupation of an
active muscular kind. He is therefore more than an ordinary
problem, both socially and financially, because of the noise
he makes, because of his physical inefficiency and because his
people are not well off. Furthermore, he is growing gradually
worse, so that something must be clone for him, and that
soon.

You note that his voice is strong, clear and of good qual
ity, which contrasts strangely with his laryngeal dyspnea amI
noisy sleep.

To look at him now one would hardly suspect that he had
anything seriously the matter. A broad ugly scar low in the
neck in front and ordinarily out of sight is the only suggestive
sign. The remnant of his thyroid gland appears to cover his
thyroid cartilage as if compensatorily enlarged. Physically
he is otherwise sound.

The heart and lungs are normal. The inspiratory sound
over the whole chest is rough and sonorous upon deep, active
breathing simply from wide transmission of the laryngeal rale
present with forced respiration.

The ears, nose, pharynx and oral cavity are normal. The
tonsils haye been well exsected. The base of the tongue and
epiglottis are normal. The rima glottis is normal, as are the
arytenoicls. The arytenoid cornua formed by the cartilages of
Santorini located at the apices of the arytenoids are unusually
prominent, though symmetrical and normal. The patient has
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good control over his throat, so that an excellent view can be
had.

Upon phonation (expiratory effort) the vocal bands are
fairly white and at first sight normal. Upon inspiration a
striking fault is at once apparent. The right cord which now
seems rather thicker than usual is stationary in the median
line, both on inspiration and expiration.

There is no deformity, no morbid history, or local growth
or scars to indicate possible ankylosis, as might be suspected.
No tenderness or other evidences of arthritis or inflammation
in this region are present.

The left vocal cord is in a similar median condition, but
fortunately shows slight (very slight) movement in abduc
tion during inspiration, especially in its posterior fourth.

A brief review of the muscular arrangement and nerve sup
ply of the larynx is in order. The superior nerve innervating
the interarytenoid muscle (arytenoideus) and the cricothy
roideus (external tensor of the cords) are not involved.

The recurrent laryngeal nerve supplying all the other mus
cles with motor impulse is evidently bilaterally at fault.

An interesting thing in the history points to the recovery
of the function of both recurrent laryngeal nerves after the
thyroidectomy. The voice returned and there was no dyspnea
or nocturnal stertor until some weeks later. The conclusion
is, therefore, that the contraction of the extensive scar some
weeks after the operation made. destructive pressure upon
both nerves, which had not been destroyed by direct operative
interference, and the patient had time during these weeks to
accommodate himself to this slow oncoming paralysis which
is so apt to prove fatal when occurring acutely.

Dr. \Nill -:\Iayo, commenting upon five thousand operations
upon the thyroid, said that loss of voice through injury to the
recurrent laryngeal nerve during operation is not rare; pos
sibly ten per cent of the patients have some temporary hoarse
ness and about three per cent a permanent difficulty with
one cord without loss of voice. This is a small percentage
compared to the number of cases of paresis or paralysis from
goiter pressure.
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The left recurrent nerve, which is most frequently afflicted,
is deeper and has seemingly received more stretching during
embryonic life-and this, as Dr. Mayo has suggested, may
account for its greater susceptibility to injury from pressure
and trauma. Extensive exposure, he adds, is unnecessary ex
cept in removing nodular thyroids which extend beneath the
trachea and which therefore displace the nerves.

The scar resulting from trauma incident to extensive ex
posure may lead to secondary paralysis as in this case-the
various opposing sets of muscles which control adduction, ab
duction and tension of the vocal cords are supplied by fibers
ultimately embodied in the same nerve trunk and therefore
injury may affect them all or separately.

Mathews of the Mayo Clinic, in one thousand cases of oper
ated goiter, found the cords paretic in seventeen cases. The
right cord in ninety-three and the left in one h1mdred and
sixty-two cases, a total of two hundred and eighty-nine par
tial or complete loss of function. Total paralysis of the
right, eighteen times. Total paralysis of the left. thirty times.
Abductor paralysis, partial or complete, is most frequent.
This apparent frequency may depend upon the more dramatic
position of the cord in abductor paralysis. And because re
current nerve paralysis producing interference with the other
function of cords will usually involve the fibers controlling
abduction.

The prognosis in this case at this length of time is, of
course, bad, as regards usefulness. Indeed, this man may be
handicapped through life. As far as his voice is concerned,
it is very good.

The question now before us in the presence of such a case
is this: The patient is a fine young fellow, in every way able,
both mentally and physically, to fulfill his useful part in the
world, excep·t for this condition. Should we still further in
terfere with these vocal cords which threaten his life because
he cannot draw them apart? We could cut the cords or re
move part of one or both and thereby destroy his voice. Re
sult, physical efficiency and no voice. I have thought it best
in this case to advise this procedure, the punching out of part
of one or both cords. Dr. Dean has told me of his experience
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with a similar case in which he advised that proposition, but
in which the advice was not taken and the result was fatal.
In other words, this man could be made a useful citizen. Be
cause of the risk, either with a local or a general anesthetic,
a preliminary tracheotomy will be done. I shall hope to pre
sent the patient at a later date showing good result of opera
tive interference.
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